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Brucella melitensis endocarditis of ventricular septal defect patch:
Successful surgical treatment without replacement
Ugursay Kiziltepe, MD,a Adnan Uysalel, MD,a Ercan Tutar, MD,b and Hakki Akalin, MD,a Ankara, Turkey
Brucella melitensis endocarditis is a rare but fatal com-plication of brucellosis. It is usually located on nativeand prosthetic valves.1 Endocarditis of a prostheticventricular septal defect (VSD) patch is rare. Only one
case of treatment by means of replacement of the prosthetic patch
and antibiotic administration has been reported.2 When present,
removal and replacement of the infected tissue or prosthetic ma-
terial has been recommended in addition to long-term antibiotic
treatment to achieve a cure.3,4 Replacement of the prosthetic patch
might not always be necessary, as was the case in our experience.
Clinical Summary
A 12-year-old boy with cyanosis and growth retardation was given
a diagnosis of tetralogy of Fallot. He underwent a successful total
correction operation with Dacron patch repair of a VSD with
interrupted pledgeted sutures and transannular Dacron patch right
ventricular outflow tract reconstruction. The early postoperative
period was uneventful, and no residual VSD was found at early
postoperative echocardiography. He was discharged to home, but
2 weeks later, he was readmitted to the hospital with fever and
arthralgia. The initial echocardiography revealed a very small hole
at the edge of the VSD patch and no apparent vegetation. At that
time, blood cultures did not show growth of any microorganism.
Wide-spectrum antibiotics and antipyretic treatment were started.
The erythrocyte sedimentation rate was 95 mm/h, and the C-reac-
tive protein level was 3. After 1 week, his general status had
worsened, and symptoms of congestive heart failure and a harsh
pansystolic murmur had appeared. Repeat echocardiography
showed the presence of a large recurrent VSD but no visible
vegetation (Figure 1). Cardiac catheterization revealed a pulmo-
nary/systemic flow ratio of 2.2 and a pulmonary artery pressure of
45 mm Hg. His culture results were still negative. He received
vancomycin and amikacin treatments for 10 days before surgical
repair. During reoperation, a large hole and extensive vegetation
were found at the muscular septal edge of the prosthetic patch. The
pledget-supported sutures were pulled off through the torn myo-
cardium. Because the general status of the patient was poor and he
might not tolerate long crossclamp and cardiopulmonary bypass
(CPB) periods and because the presence of B melitensis endocar-
ditis was not known at this stage, we decided to perform extensive
debridement of the vegetation and reattachment of the same patch
to the septum instead of resection and replacement of the pros-
thetic patch. After reattachment of the patch with 4 pledgeted
sutures, the heart was deaired, and the crossclamp was removed.
After rewarming, the patient was easily weaned from CPB. Cross-
clamp and CPB times were 46 and 71 minutes, respectively. The
postoperative period was uneventful. Vancomycin and amikacin
treatments were continued for another 10 days. After the cultures
from the debrided tissue and blood revealed B melitensis endocar-
ditis, those antibiotics were replaced with 200 mg/d doxycycline
and 600 mg/d rifampin (INN: rifampicin), which were continued
for 4 months. No complications were seen during the postoperative
period. After antibiotic treatment was completed, the patient was
totally symptom free. He has completed his second postoperative
year without additional antibiotic treatment, and his blood culture
and serologic test results are negative. His most recent echocardi-
ography at 24 months postoperatively showed an intact VSD patch
without vegetation or residual VSD. He is considered to be totally
cured.
Comment
Brucellosis is seen more frequently in Mediterranean, Arabic pen-
insula, Indian subcontinent, and South-Central American regions.
It is a zoonosis and is transmitted to human patients by means of
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direct contact with infected animals and, most frequently, through
ingestion of unpasteurized dairy products. Symptoms generally
begin within 2 to 4 weeks after inoculation. Endocarditis accounts
for the majority of brucellosis-related deaths and develops in less
than 2% of patients with brucellosis.1 Treatment of B melitensis
endocarditis is still a controversial issue. Although early surgical
removal and replacement of the infected valves, as well as aggres-
sive antibiotic treatment, has been recommended,1-4 it was also
reported that antibiotic treatment alone could be adequate.4
In our case the patient underwent reoperation without delay,
although the general condition of the patient was not suitable for
cardiac surgery, and the presence of the B melitensis endocarditis
was not known. When the situation of the patient was justified, an
unconventional treatment was elected, and the VSD patch was not
removed completely. After aggressive debridement, sutures were
placed to reattach the patch over the VSD easily and rapidly. After
a sufficient and long period of antibiotic treatment, B melitensis
infection was totally eradicated.
In conclusion, although B melitensis endocarditis is a poten-
tially fatal situation, surgical intervention without delay and ap-
propriate antibiotic treatment can be successful. Extensive debride-
ment of the vegetation might be adequate and complete removal of
the prosthetic material might not be needed in all cases.
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Figure 1. Echocardiographic view of the recurrent VSD. RV, Right ventricle; LV, left ventricle; RA, right atrium; LA,
left atrium.
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